false negatives and false positives may occur. The presence of the delusions may be actively concealed by the patient (for instance, by a mother who is afraid that she will lose her children if she reveals her delusions), or the patient may be unable to fully recognize or report the presence of delusions because of perplexity, psychic retardation or agitation. On the other hand, the expressions sometimes used by patients when talking about their depressive feelings may be misleading, and some severely depressed patients may endorse the strongest terms used in structured interviews even if these terms do not apply to their particular case: this may generate false positives.
Delusions are not included in the DSM-IV criteria for a major depressive episode, but their presence can be recorded using the specifier 'severe with psychotic features', with the possibility to further specify whether the delusions are 'mood congruent' or 'mood incongruent' [7] . Thus, the DSM-IV seems to make two assumptions: (a) that every delusional depression will also be severe (i.e. characterized by the presence of several symptoms in excess to those required to make the diagnosis, and by a marked interference with social functioning), and (b) that, in an individual depressive episode, delusions will either be all congruent or all incongruent with depressed mood. In fact, it is not possible to record the concomitant presence of both mood-congruent and mood-incongruent delusions. However, some preliminary research evidence seems to question these two assumptions. One study reported that delusions can also be present in deDelusions are a common symptom in major depressive disorder, occurring in about 25% of hospitalized patients and almost 15% of cases in the community [1, 2] . The phenomenology and prognostic significance of delusions in depressed patients are currently being discussed again within the context of the work on the DSM-V [3] [4] [5] [6] .
According to the DSM-IV [7] , depressive thoughts, in order to be classified as delusions, must fulfill two criteria: (a) the judgment has to be so extreme as to defy credibility (i.e. the belief has to be of 'delusional proportions'), and (b) the patient must be unable to acknowledge the possibility that the belief may not be true (i.e. the belief has to be maintained with 'delusional intensity'). However, in clinical practice, there may be problems in applying these criteria. For instance, the delusional intensity of a belief may fluctuate during a depressive episode: some clinicians and researchers will classify the belief as a delusion even if the delusional intensity is present only for most of the time during the depressive episode, whereas others will require that the delusional intensity be consistently present throughout the depressive episode. Moreover, it happens that a belief fulfills one of the two criteria above but not the other: it is of delusional proportions but not maintained with delusional intensity, or vice versa. In these cases, clinicians and researchers may reach different conclusions about whether or not the patient has a delusion.
It is also useful to emphasize that, in the assessment of the presence of delusions in a depressed patient, both pressive episodes that are classified as either mild or moderate [8] . Several studies found that mood-congruent and mood-incongruent delusions may coexist in the same depressive episode [9] [10] [11] . In addition to this, it has been observed that the congruence of delusions with mood is sometimes difficult to evaluate, especially in persecutory delusions [12] , although so far no study has reported the frequency of this problem.
Finally, the DSM-IV assumes that the presence of delusions and their mood-incongruent nature have significant prognostic implications. In fact, it states that 'suicide risk is especially high for individuals with psychotic features' and that mood-incongruent psychotic features 'are associated with a poorer prognosis' [7] . However, at present there is mixed evidence concerning the prognostic significance of these aspects [13] [14] [15] , and further research is needed in order to clarify whether these statements should be kept in the DSM-V or modified in some way.
We have recently completed a 10-year prospective follow-up study in a large patient population, aiming to systematically explore the phenomenology and prognostic significance of delusions in major depressive disorder and, on the basis of the results, to provide some recommendations for the relevant chapter of the DSM-V [16] .
Out of the 452 patients fulfilling DSM-III criteria for major depression without a previous history of a manic or hypomanic episode, 89 (19.7%) had a score of 3 on at least one of the Comprehensive Psychopathological Rating Scale items 'pessimistic thoughts', 'hypochondriasis', 'ideas of persecution' and 'feeling controlled' (i.e. at least one of their beliefs fulfilled both DSM-III prerequisites for delusions).
Of the 89 delusional patients, 65.2% had mood-congruent delusions only; 17.6% had mood-incongruent delusions only; 9.0% had both mood-congruent and moodincongruent delusions; 5.6% had both mood-congruent delusions and delusions with uncertain mood congruence, and 5.6% had only delusions with uncertain mood congruence. All delusions with uncertain mood congruence were persecutory. In one third of the persecutory delusions, mood incongruence was uncertain.
Of the 452 evaluated patients, 123 (27.2%) had no delusions but at least one sustained preoccupation (i.e. a score of 2 on at least one of the above-mentioned Comprehensive Psychopathological Rating Scale items). In 19.5% of them, the score was 2 because the belief fulfilled only one of the DSM-III prerequisites for delusions (i.e. it was of 'delusional proportions' but not maintained with 'delusional intensity', or vice versa). In 13.8% of them, the belief was maintained with delusional intensity for only part of the episode, and thus we considered the criterion of delusional intensity as not fulfilled.
So, our data confirm that delusions and sustained preoccupations are common in major depressive disorder. They may coexist in a depressive episode, and the differentiation between them may be difficult. In the DSM-V, it would be advisable to provide a more detailed definition of what constitutes a delusion in a major depressive episode, including several examples to guide the clinician and the researcher. It should be clear that the delusional intensity of the belief has to be maintained consistently throughout the episode (i.e. at no point during the course of the episode should the patient have acknowledged that the belief might be unreasonable).
Moreover, in the DSM-V, it will be advisable to allow recording mood-congruent and mood-incongruent psychotic features at the same time in an individual patient, or to use the expression 'with predominant' mood-congruent or mood-incongruent psychotic features. It would be also useful to provide more detailed criteria for the evaluation of the mood congruence of delusions, with several clinical examples.
In our patients with delusions, the index episode was more likely to be 'severe' than in patients with sustained preoccupations but without delusions and in those without either delusions or sustained preoccupations. However, the index episode was either mild or moderate in 23.6% of patients with delusions. Therefore, in the DSM-V, it will be advisable to provide distinct specifiers for 'severity' and 'psychosis'.
When compared with patients without either delusions or sustained preoccupations, patients with delusions were more likely to show psychomotor agitation and perplexity and to receive antipsychotic medication during the index episode. Moreover, a multiple linear regression analysis showed that a longer time to syndromal recovery from the index episode was significantly associated with the presence of delusions. This evidence -that the presence of delusions has significant therapeutic and short-term prognostic implications -supports the clinical usefulness of the psychotic subtype in the diagnosis of major depressive disorder.
The percentage of time spent in a depressive episode during the prospective observation period was significantly longer in patients with delusions in their index episode, but not in those with sustained preoccupations only. However, at the 10-year follow-up interview, no variable, including the presence of delusions in the index episode, was found to have a significant effect on the global score of the Strauss-Carpenter Outcome Scale. This may indicate that the prognostic significance of delusions in major depression tends to become weaker over time.
Patients with mood-incongruent delusions did not differ significantly from those with mood-congruent delusions only for any demographic, historical or index episode variable, or with respect to outcome measures. This finding does not support the DSM-IV assumption that mood-incongruent psychotic features in major depressive disorder are associated with a poorer prognosis. The percentage of patients in our sample who had at least one 'bizarre' delusion according to the DSM-IV definition was too low (2.4%) to allow an assessment of the prognostic significance of such delusions in major depressive disorder.
In summary, the empirical evidence provided by our study supports the usefulness of the 'psychotic' specifier in the diagnosis of major depressive disorder, since the presence of delusions in a major depressive episode was found to have significant therapeutic and short-term prognostic implications. However, the study indicates that the boundary between delusions and non-delusional sustained preoccupations in major depressive disorder may be somewhat blurred, and that some of the DSM-IV assumptions concerning psychotic depression (i.e. the assumption that this depression is always 'severe', that in an individual patient delusions will either be all congruent or all incongruent with depressed mood, and that moodincongruent delusions are associated with a poorer prognosis) may not be warranted.
Our findings suggest that the new edition of the DSM should be more explicit in clarifying what constitutes a delusion in a major depressive episode, with several clinical examples to guide the clinician and the researcher. It may be useful to specify that a belief should be classified as delusional only if consistently maintained with 'delusional intensity' throughout the depressive episode. More detailed criteria and clinical examples should also be provided for the evaluation of the mood congruence of delusions (especially of delusions of persecution) in depressed patients. It should be allowed to record mood-congruent and mood-incongruent psychotic features at the same time in an individual patient. Distinct specifiers should be provided for 'severity' and 'psychosis'. All definitions and clinical examples should be included in the text of the section on major depressive disorder (rather than in the final 'glossary of technical terms').
A clearer and more detailed phenomenological characterization of delusions in major depressive disorder is likely to increase their utility in predicting outcome and treatment response.
